MARYLAND MEDICAID VALUE DESCRIPTIONS

Field Name

Place of Service

Description

Office ,

Patient's Residence
Inpatient Hospital
Outpatient Hospital
Emergency Room - Hospital
Ambulatory Surgical Center

" Birthing Center

Military Treatment Facility

Skilled Nursing Facility

Nursing Home

Custodial Care Facility

Hospice

Ambulance - Land

Ambulance - Air or Water ,

Federally Qualified Health Center

Inpatient Psychiatric Facility

Psychiatric Facility Partial Hospitalization
Community Mental Health Center

Intermediate Care Facility/Mentally Retarded
Residential Substance Abuse Treatment Center
Psychiatric Residential Treatment Center
Comprehensive Inpatient Rehabilitation Facility
Comprehensive Outpatient Rehabilitation Facility
End Stage Renal Disease Treatment Facility
State or Local Public Health Clinic

Rural Health Clini¢ '

Independent Laboratory

Other Unlisted Facility

Value

11
12
21
22
23
24
25
26
31
32
33
34
41
42
50
51
52
53
54
55
56
61
62
65
71
72
81
99
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HIPAA COMPLAINT PDN/AIDE CODES

Service Procedure Code Description of Code
Initial Assessment T1001 RN up to 15 minutes
Inurse/1 recipient T1002 RN up to 15 Minutes
1 nurse/1 recipient T1003 LPN up to 15 minutes
1 nurse/2 recipients T1002 .| RNupto 15 minutes
1 nurse/2 recipients T1003 LPN up to 15 minutes
1 aide/1 recipient T1004 Aide up to 15 minutes
1 aide/2 recipients

Note: 1. Procedure codes T1002, T1003, and T1004 require preauthorization.

2. Services provided to individuals sharing a nurse must be billed with the “TT”
modifier indicated. See note to field 24D.




